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Abstract 
Background/Objectives: The nursing home is increasingly the site of care for older adults near 
the end of life. The objective of this study was to describe processes and preliminary outcomes 
from the implementation of a systematic advance care planning (ACP) intervention in the 
nursing home setting.  
Design: Specially trained project nurses were embedded in 19 nursing homes and engaged in 
ACP as part of larger demonstration project to reduce potentially avoidable hospitalizations.  
Participants: Residents enrolled in the demonstration project for a minimum of 30 days between 
August 2013 and December 2014 (n=2709) and currently enrolled residents in March 2015 
(n=1591).  
Measurements: ACP conversations were conducted with residents, families, and/or the legal 
representatives of incapacitated residents using a structured ACP interview guide with the goal 
of offering ACP to all residents. Project nurses reviewed their roster of currently enrolled 
residents in March 2015 to capture barriers to engaging in ACP.  
Results: During the initial implementation phase, 27% (731/2709) of residents had participated 
in one or more ACP conversations with a project nurse, resulting in a change in documented 
treatment preferences for 69% (504/731). The most common change (87%) was the generation 
of a POST (Physician Orders for Scope of Treatment) Form. The most frequently reported 
barrier to ACP was a lack of time.  
Conclusion: The time and resource intensive nature of robust ACP must be anticipated when 
systematically implementing ACP in the nursing home setting. The fact that these conversations 
resulted in changes over 2/3 of the time reinforces the importance of deliberate, systematic ACP 
to ensure that current treatment preferences are known and documented so that these 
preferences can be honored.  
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Nursing homes are providing care to a growing number of older adults at the end of life.1-
4 This heightens the need for palliative care to address the complex needs of patients in this 
setting, including proactive identification of values, goals, and preferences through advance 
care planning (ACP).5 ACP should ideally include a discussion about preferences for 
hospitalization given a growing body of evidence suggesting that hospitalizations are 
burdensome for older adults and can result in serious medical complications.6 Resident and 
family preferences are a significant factor in decisions to hospitalize, heightening the importance 
of ACP.6,7 The hospital is also an increasing site of death for nursing home residents,8 which 
may not be in keeping with their preferences.9   
It is critical to communicate and document the outcomes of ACP to ensure patient 
preferences are honored.10 ACP documentation tools include advance directives (e.g., living 
wills) medical orders (e.g., Do Not Resuscitate or DNR), and the Physician Orders for Life 
Sustaining Treatment (POLST). Although living wills are largely ineffective at altering 
hospitalization rates near the end of life,11 POLST comfort care orders are associated with lower 
rates of hospitalization among seriously ill patients.12-16  
In 2012, the Centers for Medicare and Medicaid Services (CMS) identified avoidable, 
unnecessary, and unwanted hospitalizations of nursing home residents as a major concern that 
negatively impacts both quality and costs.17 To identify models of care to address these 
concerns, CMS funded seven, four-year long, demonstration projects, including one based at 
Indiana University. The multi-component Indiana Optimizing Patient Transfers, Impacting 
Medical Quality and Improving Symptoms: Transforming Institutional Care (OPTIMISTIC) 
project draws, in part, from evidence suggesting that ACP and POLST have the potential of 
reducing unnecessary and burdensome hospitalizations of nursing home residents.18-20 
However, the literature contains few descriptions of ACP and POLST implementation.21  
This paper describes the processes and preliminary outcomes of the initial 
implementation of systematic ACP in 19 nursing homes over a 17-month period (August 2013 – 
4 
 
December 2014) including an ACP chart audit. The specific aims of this paper are to: 1) 
Compare nursing home residents with and without documented ACP conversations following 
the initial implementation of ACP; 2) Describe ACP decisions and documentation during the 
initial implementation phase; and 3) Identify barriers to ACP in the nursing home setting.   
Methods 
Overview.  The OPTIMISTIC project was developed by a team of investigators at 
Indiana University with collaborators at the University of Indianapolis and University of 
Pennsylvania. This four-year initiative focusing on long stay nursing home residents began in 
September 2012. The multi-component intervention is delivered by 19 OPTIMISTIC nurses 
(RNs) with the support of 6 OPTIMISTIC nurse practitioners and a team of geriatricians. The 
OPTIMISTIC model contains three intervention cores designed to reduce avoidable 
hospitalizations: enhancing medical care through both prompt identification and management of 
acute conditions and improving proactive chronic care management; optimally managing 
transitions that do occur; and better integration of palliative care, focusing on ACP.19 The ACP 
intervention was implemented in August 2013 following the passage of the Indiana POST 
(Physician Orders for Scope of Treatment) Act in July 2013, Indiana’s version of the national 
POLST model.22 The project goal is to provide every OPTIMISTIC enrolled resident with the 
opportunity to participate in ACP. The project was reviewed and declared exempt by the Indiana 
University Institutional Review Board.  
Setting. The 19 OPTIMISTIC nursing homes are located in urban and suburban areas of 
central Indiana. The nursing homes represent a mix of for-profit, not-for-profit, and county-
owned facilities.  
Residents.  Residents are Medicare fee-for-service and/or Medicaid long-stay nursing 
home residents; Medicare managed care residents are excluded per CMS guidelines. Long-stay 
was defined for the project by CMS as greater than 100 days in the nursing home or an 
indication on the Minimum Data Set (MDS) that there is no active or documented plan for 
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discharge to the community. Per CMS requirements, residents are passively enrolled in this 
quality improvement project. Eligible residents or their representatives are notified about the 
project and provided with the option to opt-out. Less than 1% of eligible residents have opted 
out of the program. 
OPTIMISTIC RN Training. The OPTIMISTIC nurses (RNs) have diverse background 
experiences, including hospice, intensive care and nursing home practice. All received 
extensive training including the End-of-Life Nursing Education Consortium (ELNEC)-Geriatric 
curriculum, a comprehensive palliative care educational program.23 RNs and NPs were also are 
prepared as ACP facilitators through Respecting Choices Last Steps®, 24 a structured process 
designed to elicit values, inform, and identify treatment preferences using the principles of 
motivational interviewing and adult learning. The program requires independent on-line training 
modules followed by 8.5 hours of face-to-face role play and education. The OPTIMISTIC RNs 
also completed additional role play activities and six were further trained as certified Last Steps 
Instructors. All OPTIMISTIC RNs were observed and received feedback from a certified Last 
Steps Instructor on their first ACP conversation with a resident or the legal representative of a 
resident and received on-going support regarding use of the model through the use of role play, 
videos, and discussion. Although the Respecting Choices Last Steps approach is focused on 
facilitating preparation of the POST form for physician review, confirmation, and signature, it can 
also serve as a guide for more general ACP conversations.  Educational handouts on selected 
topics also were used to guide conversations and support informed decision-making.    
Implementation Strategy. Prior to beginning the ACP intervention, OPTIMISTIC 
leadership met with corporate leaders and owners of participating nursing homes to develop an 
implementation plan. This plan included assistance in the development of policies related to the 
new Indiana POST form, a discussion around procedures for documenting ACP conversations 
and POST in the medical record, and hospital transfer checklists that included advance 
directives and POST. Information about ACP, POST and implementation strategies was 
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disseminated in several forums to medical providers, directors of nursing, facility administrators, 
and other persons in leadership positions. OPTIMISTIC RNs provided in-service training to 
nursing home clinical staff on all shifts. Educational sessions were also provided to residents 
and families. Next, medical providers were asked to identify residents whom they believed were 
most in need of an ACP conversation to guide OPTIMISTIC RNs in prioritizing whom to 
approach initially. An informational letter for was developed to explain the still relatively new 
POST and the Last Steps ACP® conversation framework to the signing physician. Finally, a 
decision tree was developed to assist RNs in confirming that the appropriate ACP tool was 
being used consistent with Indiana law. (See Supplemental Figure 1 – ACP Decision Tree)  The 
OPTIMISTIC RNs were asked to conduct 2-3 ACP conversations per week, and encouraged to 
take advantage of natural opportunities to engage in goals of care discussions, such as when 
the resident’s condition changed, during care conferences, and when invited by families and 
residents. OPTIMISTIC RNs balanced this responsibility with other duties including education, 
clinical care, and quality improvement.  
Data Sources. OPTIMISTIC RNs recorded information in a custom REDCap data base 
using task-specific encounter forms designed to capture key nursing activities. At enrollment, 
the RNs verified resident eligibility and recorded resident demographics and clinical information. 
including a review of the resident’s medical record to determine whether there is an advance 
directive (e.g., a living will or health care power of attorney) or existing orders reflecting resident 
treatment preferences (e.g., Indiana Out-of-Hospital Do Not Resuscitate order, POST). 
Whenever an OPTIMISTIC RN engaged in an ACP conversation, she/he documented the 
discussion in the project data base using an ACP encounter form and in the facility medical 
record. Fields contained in the encounter form include the reason for the ACP discussion, the 
length of the discussion, whether the discussion led to a change, and details about the nature of 
the change.  
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Advance Care Planning Audit. In addition to summary data regarding the initial 17 
months of implementation, an internal audit of ACP practices was conducted from March 23 to 
April 10, 2015 to evaluate the status of implementation and identify any barriers to engaging in 
ACP. OPTIMISTIC RNs were provided lists of residents who were currently enrolled as of 
March 23, 2015 and asked to review each resident’s medical record to identify current ACP 
documentation (e.g., POST forms, DNR order forms). They were asked to verify existing ACP 
documentation to ensure the project records were up to date regarding patient resident 
preferences. When there was no record of an OPTIMISTIC RN ACP conversation, they were 
asked to provide an explanation from a list of options. This included the option to select “other” 
and provide further information in an open text box. These responses were then reviewed and 
collapsed into categories. 
Analysis. Enrolled resident demographics, ACP documentation, and the audit data were 
analyzed using descriptive statistics. Comparisons between residents with and without ACP 
conversations were analyzed using t-tests and chi-square analyses.  
  
Results 
Enrolled Residents.  A total of 2709 nursing home residents were enrolled in 
OPTIMISTIC for a minimum of 30 days between August 1, 2013 and December 31, 2014. 
Enrolled residents represented an average of 72% of all residents in the 19 participating nursing 
homes. Residents were enrolled for an average of 11 months (SD = 5.7) during this period, and 
43.4% experienced one or more discharges (including temporary as well as permanent transfer 
out of the facility or death) during the observation period. Resident characteristics are reported 
in Table 1.  
Comparisons between residents with and without an OPTIMISTIC ACP conversation. 
Residents with documentation indicating an OPTIMISTIC RN had engaged in an ACP 
conversation with the resident or a legal representative (27% or 731/2709) differed in several 
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ways from residents who had not (74% or n = 2068/2709). Residents with an ACP conversation 
were enrolled in the project longer (12.4 months vs. 9.9 months, p < .001) and were slightly 
more likely to be enrolled in hospice (12.3% vs 9.4%, p = .03) than residents with no 
documented ACP conversation. See Table 1 for more information.  
ACP Decisions and Documentation. Table 2 reports details of the ACP conversations 
and resulting documentation over the first 17 months of ACP implementation. OPTIMISTIC RNs 
engaged in 1136 ACP conversations involving 731 unique residents. The average number of 
discussions per resident was 1.6 with a range of 1-7, with conversations taking a mean of 39.6 
minutes (SD = 24.3). The most frequently cited reason for initiating an ACP conversation with 
the resident or his or her surrogate decision-maker was a change in the resident’s clinical 
condition (29.6%). In total, 69% (504/731) residents experienced a change in documented care 
preferences as a result of one or more ACP discussion. The generation of a POST form was the 
most common change (87.1% or 439/504). Because the POST form was not available in 
Indiana prior to July of 2013, none of the residents had a POST form at baseline. Over half 
(55.2% or 241/439) of the POST forms contained orders for Comfort Care.  See Table 3 for 
more details. 
 The ACP Audit and Barriers to ACP. The audit data was collected for the 1591 currently 
enrolled residents residing in the facilities on March 23, 2015. A total of 42% of residents had 
documentation about an ACP conversation in their medical record (669/1591). A majority of 
these conversations were facilitated by the OPTIMISTIC RN (70% or 465/669) and an additional 
number were conducted by another health care provider (30% or 204/669) as evidenced by 
chart documentation. The reasons the nurses had not engaged in an ACP conversation with 
residents who had no documented ACP on file (n = 922) were as follows: the nurse had “not 
gotten to the resident yet” (57.6%); the resident was believed to be ineligible (e.g., lacked 
decisional capacity and had no legal representative: 20.9%); difficulty scheduling (9.8%); the 
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resident and/or legal representative declined (6%); facility gatekeeping (3.9%); and the resident, 
family, and/or legal representative were not ready to talk about the topic yet (1.7%). 
Discussion 
 The goal of this study was to describe the implementation of an intensive ACP 
intervention that is part of a larger 4-year program to reduce avoidable hospitalizations of long 
stay residents in 19 nursing homes. We found that 27% of enrolled nursing home residents had 
an ACP conversation during the initial implementation phase with a project RN. When ACP 
conversations by other facility staff were taken into account, just under half (42%) of all 
residents had documentation of an ACP conversation. Residents with an ACP conversation 
were more likely to be on hospice than residents without an ACP conversation, which is 
consistent with the strategy of prioritizing residents who had experienced a change in status 
including a marked decline.  
 There are few published descriptions of ACP implementation in the long-term care 
setting and therefore minimal information available about what is required to successfully 
integrate ACP into practice.21 The OPTIMISTIC experience suggests that ACP implementation 
in this setting requires a significant investment of resources including dedicated staff, training, 
and support. Prior to launching our ACP initiative, considerable time was spent in planning for 
implementation. This included outreach with corporate leaders, facility leadership, and medical 
providers to identify deficits in current protocols and processes that could undermine ACP 
efforts. The use of an evidence-based, intensive training model was a strategic decision to 
enhance the confidence of primary care providers and nursing home leaders that the 
OPTIMISTIC RNs had the necessary skills to lead ACP conversations with residents.  
OPTIMISTIC RNs also provided training to facility staff regarding ACP and the POST. This 
experience suggests that ACP implementation requires both leadership buy-in and a 
knowledgeable champion to focus on processes, procedures, and skills development. Even with 
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this intensive support and infusion of resources, implementation in the clinical setting was 
challenging. 
 The OPTIMISTIC RNs were only able to reach approximately one quarter of all enrolled 
residents after 17 months of implementation. This rater was lower than anticipated based on 
prior research, though the comparability of ACP facilitation models is unclear.25 An intentional 
choice was made by the OPTIMISTIC team to focus on a time-intensive, comprehensive 
approach to ACP with the Respecting Choices Last Steps model.  The commitment to high 
quality ACP is reflected in the average length of conversations of about 40 minutes and the 
large number of residents who participated in more than one conversation. However, a 
consequence of this approach may be slower ACP penetration. Residents without an ACP 
conversation by the OPTIMISTIC RN had overall shorter stays than those who did participate in 
conversations. These residents may have been more recently admitted, discharged, or died 
before the RN could arrange a meeting.26 Additionally, RNs were encouraged to prioritize 
residents who had a change in status and appeared nearer to end of life. Many conversations 
were held with residents who subsequently transferred out or died, with new residents in need 
of ACP admitted to fill the beds. This may include dying residents transferred to the hospital at 
the end of life.8   
The audit shed light on reasons the OPTIMISTIC RNs had not engaged in ACP 
conversations with residents. Many residents had ACP documentation generated by other 
professional staff and therefore did not appear to require additional ACP. The ACP encounter 
form is only designed to capture discussions led by OPTIMISTIC RNs, highlighting a limitation 
of our initial data collection approach. The result was an underestimate of ACP penetration in 
the facility. Although ACP is a key role for OPTIMISTIC RNs, they reported that the primary 
reason they had not yet engaged in ACP was that they had simply not been able to get to the 
resident. Similar to other nursing home staff, OPTIMISTIC RNs have many other responsibilities 
competing for their time.  OPTIMISTIC RNs are involved in training nursing home staff in 
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recognizing and assessing residents with an acute change in status, assessment of residents 
with polypharmacy, and conduct root cause analyses of all hospital transfers. The challenge of 
juggling competing demands is likely even more pronounced among nursing home staff who 
add ACP to their existing roles with minimal to no additional training, lack dedicated time, and 
do not receive up-front implementation support. Ensuring that multiple staff members have the 
skills and training to engage in ACP is important to help achieve facility-wide ACP 
implementation.25,27 
 This interim analysis of ACP implementation provided important feedback indicating that 
the intervention is generally well received.  Key stakeholders, including nursing home staff and 
physicians, are not “gatekeeping,” or preventing OPTIMISTIC RNs from engaging in ACP with 
residents. Further, when given the opportunity to participate in ACP, only a small minority of 
residents and families refused, in contrast to suggestions that this is a common barrier.21  
Barriers found to be common in other research such as family disagreements28 were not 
reported by OPTIMISTIC RNs. Importantly, these conversations are having a direct impact on 
resident plans of care: ACP conversations resulted in a change of medical orders in for over 2/3 
of residents, suggesting the prior orders did not accurately reflect patient preferences. 
Alternatively, the high rate of change may reflect the dynamic nature of resident/surrogate goals 
and the need to conduct multiple goals of care conversations over time. Research in other 
populations suggests that the failure to accurately document the treatment preferences of older 
adults in the hospital setting is common.29 The failure to know and honor patient preferences 
represents a serious medical error.30 Fixing these errors necessitates a concerted, systematic 
effort.31,32  
 Next Steps. The findings of this interim analysis have led to modifications in the 
implementation process for ACP in OPTIMISTIC. In addition to engaging in ACP as 
opportunities arise and in response to changes in condition, RNs are now provided with a list of 
specific residents to approach each month. After three unsuccessful attempts to engage the 
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resident or their surrogate in an ACP conversation during the month, the OPTIMISTIC RN 
documents these attempts and moves on to the next resident on the list. The resident and/or 
surrogate is encouraged to let the RN know if there is renewed interested in discussing ACP 
and the resident’s name goes back to the bottom of the list. This change in project protocol 
creates a more systematic approach to identifying residents to engage in ACP. Nursing facility 
leadership and clinical staff are provided with on-going feedback about the status of ACP. 
Another change is renewed efforts to train and engage nursing home staff to augment the 
efforts of the OPTIMISTIC RNs. A full-time, specialized palliative care RN role has been 
developed for the project to support ACP implementation and symptom management. Future 
analyses will examine the impact of ACP conversations and orders on avoidable 
hospitalizations, as well as continuing to evaluate successful implementation strategies for ACP 
at the facility level.  
Limitations. Data represent only the initial phase of implementation. Modifications to the 
intervention are on-going and may alter the frequency of ACP conversations within each facility 
as barriers are identified and addressed.  Moreover, the initial design of the OPTIMISTIC 
demonstration project was not explicitly guided by a formal implementation science 
framework.33,34 While key elements such as identifying local champions, education, and 
feedback were part of the initial design,35,36 we were only able to incorporate formal, regular 
audit and feedback and formative evaluation of the program after the program began.35,37,38 
Future implementation and expansion of OPTIMISTIC will explicitly incorporate these critical 
implementation science components.  
This project employs highly skilled and well-trained RNs who are embedded within 
facilities but not employed by these organizations. As a result, it was possible to invest heavily 
in training and education in a way that may not be realistic for more poorly resourced nursing 
homes. It is unclear what the ideal “goal” should be for rates of ACP within this setting or what is 
feasible in facilities without dedicated and highly trained staff who have ACP as a core 
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component of their role. Despite these limitations, our study provides important insights about 
the initial phases of ACP implementation in the nursing home setting. Palliative care 
implementation studies currently underway39,40 may provide further evidence to refine 
implementation efforts.  
Conclusions. Findings suggest that implementing ACP in nursing homes is challenging 
but possible. Front end education and clear communication with stakeholders regarding ACP 
implementation is essential along with support to creating policies and procedures. The time 
and resource intensive nature of robust ACP must be anticipated when designing programs and 
setting goals for ACP implementation in the nursing home setting. The fact that these 
conversations resulted in changes over 2/3 of the time  reinforce that deliberate, systematic 
ACP is essential to ensuring that current treatment preferences are known and accurately 
documented.  
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Supplemental Figure 1: Advance Care Planning Decision Tree. This decision tree is used to assist 
OPTIMISTIC nurses in identifying the appropriate individual to target for advance care planning and the 
correct documentation tool to use based on Indiana statutes. 
